NEW YORK STATE DEPARTMENT OF HEALTH (NYSDOH)

REQUEST FOR PROPOSAL (RFP)                 


Q & A ATTACHMENT 1                                   

NYS EPIC, American Indian Health and New York Prescription Saver Card Program





Attachment 20

Corporate Experience & References

Bidder Name:  ___________________

TP FORM – 1:  Summary of Corporate Experience and References
Name of Organization:





Telephone Number:

Contact Name and Title:









Address:







E-Mail Address:
	Specific Nature of Services Provided for Program

Provide an overview of the nature and extent of service provided to this referenced client.
	Service Dates From/To
	Project Scale

Number of covered lives

	
	
	

	




Attachments




   A-67

